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buttocks and thighs. On admission there was some tonic
contraction of the fingers and hands present and the eyes
were fixed but the child was quiet and breathing easily.
The temperature was normal. It was noticed that the chest
wall pitted rather more easily than usual with the pressure of
the stethoscope but no cedema was found elsewhere. The
rash on the buttocks consisted of a number of large super-
ficial ulcers, secreting a small quantity of thin pus and
looking as if they were the remains of pustules which had
broken down. The contraction of the fingers passed off
shortly after admission and the child dropped off to sleep.
During the night he had two similar attacks, associated with
cyanosis and slow shallow respiration, and during the second
of these the pulse became so feeble that an injection of
brandy (five minims) was administered. At 9 o’clock on
the following morning the child had a fourth attack which
proved fatal in half an hour. In none of these last three
attacks were there any general convulsions but there were,
as on admission, clenching of the hands and fixation of
the eyes ; there was also occasional rigidity of the head
and neck.
Necropsy.-At the post-mortem examination nothing was
found in the brain or spinal cord beyond a few petechi&aelig; and
a general hyper&aelig;mia. The eyes unfortunately were not
examined. On examining the abdomen the ureters were
found to be dilated enormously, in places being nearly as
thick as the little finger; they were removed with the
kidneys and bladder en masse. On opening them they and
the bladder were found to be filled with greenish purulent
urine; the kidneys were found to be the seat of advanced
pyelitis and the cortex of each was studded with abscesses ;
the bladder was definitely though slightly dilated and its wall
was congested and considerably thickened. No evidence of
obstruction to the outflow of urine was anywhere to be found
except at the meatus. This was so occluded by the existing
phimosis that only a very fine probe could be passed into the
urethra. All the other organs appeared to be healthy.
Remarks by Mr. DEwEY.-The above case is, I think,
worth recording both on account of the unusual age of the
patient for the onset of urasmia and because that very
common condition, phimosis, although not such as to prevent
micturition, appears in this case to have been the cause of
death. It was elicited from the mother subsequently that
she had noticed that the child had never passed as much
urine as normal since birth. She had not attached much
importance to this, however, as there had never been actual
retention or apparent difficulty in micturition. She insisted
that the child had shown no sign of ill-health until
three days before admission, when the rash appeared,
and that there were no fits prior to the day of admission.
There can, I think, be no doubt that urasmia was the cause
of the convulsions and that it, together with the condition
of the kidneys, was primarily due to the obstruction caused
by the phimosis. The absence of all symptoms of acute
retention is interesting, as is also the apparent absence from
the history of all source of infection, such as attempted
catheterisation. The advanced state of disease existing in
the kidneys, considering the patient’s age and the absence
of all symptoms previously, was also remarkable. I am
indebted to Dr. Penrose for permission to publish the case.
Remarks by Dr. PENROSE.-This case appears to be one of
considerable importance as showing an organic cause for
"infantile convulsions " that may possibly be of more
frequent occurrence than is recognised. As recorded by Mr.
Dewey, the only point noticed during life beyond the tiny
opening in the prepuce was that the tissues over the anterior
chest wall were slightly oedematous. A very careful search
was made during the examination for other obstruction
besides the tight prepuce but no other was present.
ROYAL SURREY COUNTY HOSPITAL,
GUILDFORD.
A CASE OF RUPTURE OF A CONGENITAL UMBILICAL HERNIA
WITH DOUBLE INTUSSUSCEPTION OF THE ILEUM
INTO A MECKEL’S DIVERTICULUM.
(Under the care of Dr. E. G. A. MORSHEAD.)
FOR the following notes we are indebted to Dr. H. F.
Parker and Dr. S. Southall, who say that two very similar
cases of the above pathological condition have come under
their notice, each of them presenting remarkable features.
Case 1 was treated at the Royal Surrey County Hospital.
An otherwise healthy male child was seen when two
weeks old by Mr. N. F. Kendall of Chiddingfold, who
states that there was at that time a mulberry-coloured
protrusion half an inch in length at the umbilicus. A
probe passed downwards for two inches in the direc"
tion of the bladder through a small sinus which dis-
charged a little pale fluid, suspected but not proved to
be urine. There was no faecal odour. At the age of
six weeks the infant was shown at a meeting of the
West Surrey branch of the British Medical Association
held at Guildford, when the prevailing opinion was that the
case was one of patent urachus and that no operation was
desirable at that time. Some six weeks later, the child
being then three months old, the protrusion increased and
a condition of strangulation took place about midday on
Jan. 12th, 1903. He was admitted on the same evening
into the Royal Surrey County Hospital at Guildford
under the care of Dr. Morshead. On admission the
appearance that presented itself was very similar to that
described in the following case. There were two sausager
shaped projections of congested intestine at the umbilicus,
about two and four inches in length respectively, con-
tinuous with one another at the base. The mucous surfaces
The figure is a diagrammatic sketch of a lint model made
to illustrate the condition of double intussusception
described in this paper. The dotted lines represent the
mucous surfaces of the intestine. A, Intussusceptions.
B, Invaginated Meckel’s diverticulum. c, Umbilical ring.
D, Proximal end of ileum. F, Distal end of ileum.
of the gut were external and had bled freely. The dia-
gnosis of intussusception into a Meckel’s diverticulum was
made and was confirmed at an operation which was per-
formed by Dr. Morshead at 9 P.M. on that evening.
A small incision being made slightly to the left of the
umbilicus, the peritoneal cavity was opened and with much
care and difficulty an intussusception of two pieces of gut
was completely -reduced by a combination of traction and
kneading, an inverted Meckel’s diverticulum, through which
the intussusception had taken place, being the last portion
to be reduced. The invaginated intestine measured ten
inches in length, three inches coming from above and seven
inches from below the diverticulum. The latter, which was
now fully exposed, was found to be one inch in length, to be
adherent by its distal end to the umbilical ring, and to be
situated one foot above the ileo-c&aelig;cal valve. It was then
cut off and the opening into the intestine closed by a double
row of sutures. The umbilicus was then excised, a few deep
sutures were inserted in the abdominal wall, and the wound
was closed. The shock of a necessarily somewhat prolonged
operation was unfortunately too great for a child of such
tender age and death occurred six hours later. The necropsy
revealed nothing further of importance and it was not
possible to demonstrate that there had been any com-
munication between the original sinus and the bladder.
CASE 2.-A similar case was admitted into the Wolver-
hampton General Hospital on July 27th, 1901, under
the care of the late Mr. T. Vincent Jackson. The
patient, a male infant, was aged ten weeks. On admis-
sion the following condition was found to be pre-
sent. Protruding from the umbilicus were two sausage-
shaped projections of almost gangrenous intestine, each
projection measuring about four inches in length. The child
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was very weak and collapsed. The mother stated that the 
child’s rupture, which had existed since birth, had become
larger recently owing to severe coughing on his part. No
treatment had been adopted. On the day previous to admis-
sion the skin had given way and the intestines had
protruded.
A little chloroform having been administered examination
showed the existence of a tight constriction at the umbilical
ring ; this was divided by Dr. Southall and a portion of the
neighbouring intestine was then drawn out; the mesentery
was ligatured and the coil of gut excised, the divided
ends of the healthy intestine being sutured to the peri-
toneum at the umbilical ring. The condition of the child
precluded the possibility of anything further being done and
death took place on July 29th. A careful dissection of the
excised parts showed the presence of a Meckel’s diverti-
culum one and a half inches long, adherent by its distal end
to the umbilical ring. As a result of the child’s straining
the thin abdominal wall had given way at the umbilicus and
an intussusception of the neighbouring ileum had taken
place through the diverticulum, which had itself become
turned inside out. The intussusception was, moreover,
double, about equal portions of the intestine above and
below the diverticulum having become invaginated. The
intussusception having been reduced with great difficulty
the coil of invaginated intestine was found to measure 18
inches in length. The necropsy showed that the Meckel’s
diverticulum was situated about nine inches above the ileo-
caeoal valve. There was some general peritonitis.
Remarks by Dr. PARKER and Dr. SOUTHALL.-The
precise condition of affairs, which it is a difficult matter
to show by any drawing, is very easily explained by
a model which may be made of lint in a few minutes. A
long piece of lint, stitched so as to resemble a coil of in-
testine, should have a short, wider lateral tube fastened
to its centre so as to represent a Meckel’s diverticulum,
and to the distal end of this is attached a square piece of
lint perforated at the centre, this doing duty for the parietal
wall and the umbilicus. The mechanism of the double intus-
susception and of its reduction is then readily shown by
invagination with the finger. As regards the pathology of
the original condition, it appears to be certainly one of per-
sistence of the vitelline or omphalo-mesenteric duct, which
extends from the lower part of the ileum to the umbilicus.
We are led to believe, from a statement in Treves’s " System
of Surgery" " (vol. ii., p. 727), that a congenital umbilical
hernia (which is, of course, quite distinct from the so-called
infantile form) is not infrequently associated with a Meckel’s
diverticulum, but it would be interesting to know in what
proportion of cases this occurs and also if the condition of
intussusception that we have described has often been
observed or reported before. We are indebted to Dr.
Morshead for permission to record the case which was
under his care.
Medical Societies.
ROYAL MEDICAL AND CHIRURGICAL
SOCIETY.
The Seventh Cervical Rib and its Effects upon the Brachial
 Plexus.-Two Cases of Fungating Endocarditis followed
by Convalescence.
A MEETING of this society was held on Nov. 8th, Sir R.
DOUGLAS PowELL, Bart., the President, being in the chair.
Mr. WILLIAM THORBURN read a paper on the Seventh
Cervical Rib and its Effects upon the Brachial Plexus. He
said that although cases of supernumerary cervical ribs were
not very rare and were tolerably well recognised he had been
unable to find any complete description of the clinical
symptoms which they produced. In Duval and Guillain’s
monograph upon the brachial plexus the seventh cervical rib
was not even mentioned, and he stated that several cases of
Tadicular paralysis of the plexus had been recently published
in which this condition, although a probable cause of the
symptoms met with, was not even mentioned as an etiological
factor. With regard to the anatomical condition Professor
Wenzel Gruber had shown that more or less well-developed
ribs were liable to be met with in connexion with the
seventh cervical vertebra, the condition being so frequently
bilateral that 76 examples were found in 45 bodies. Occa-
sionally the " rib " was a mere epiphysis articulating only
with the transverse process of the vertebra, but more
commonly it was a developed anterior transverse process and
consisted of a defined head, neck, and tubercle with or with-
out a body. If no ,. body " was present the rudimentary rib
did not project beyond the transverse process of the vertebra
and had no clinical importance, but in the more fully deve-
loped cases it extended forwards and outwards into the
posterior triangle terminating in a free end or joining the
first dorsal rib, the first costal cartilage, or the sternum.
Posteriorly this rib articulated in the usual manner with the
body and transverse process of the seventh cervical vertebra.
When it terminated in a free end it was bony throughout; to
the first dorsal rib it might be united by fibrous tissue or by
a joint with articular cartilage and a synovial membrane;
junction with the sternum was by cartilage which united
with the first dorsal cartilage. The first dorsal rib often
bore a well-defined bony tubercle with which was articulated
the distal end of its cervical companion. Between the
cervical and the first dorsal ribs there was usually an
external and sometimes an internal intercostal muscle, while
in well-developed cases the anterior and posterior scalene
muscles might be attached wholly or in part to the anterior
end of the abnormal bone which then presented a groove
between the insertion of the two muscles on which rested the
subclavian artery and the lower cords of the brachial plexus.
Clinically the supernumerary rib became of importance
when it attained a size sufficient to project well into the
posterior triangle of the neck, producing symptoms either
as a deformity or as a source of pressure upon the sub-
clavian artery or the brachial plexus. It was of interest to
note that such complications were generally met with in
young women and on the right side of the neck. Of four
cases which he had seen all were women, the ages being
19, 21, 22, and 53 years, and the last having had symptoms
for many years. In two of these the deformity and symptoms
of pain, and so on, were present on the right side only, in a
third they were much more marked on the right side, and in
the fourth although the deformity was detected only on the
left side subjective symptoms were equally present on both.
This selection of age and sex, although noted by others with
regard to clinical symptoms, did not appear to govern the dis-
tribution of cases among dissecting-room specimens and was
not quite readily explained. The age at which symptoms
appeared was probably determined by the completion
of skeletal growth and the presence of deformity might
be more readily noted in the female, but there was
no apparent reason why the latter should suffer more
from pressure symptoms, or why these symptoms should
select the right side of the body. Four cases were
then given in detail; in the first two, except for some
subjective sensation of numbness and tingling, no sym-
ptoms were present. In the remaining two cases there
were paralysis of the intrinsic muscle of the hand, pain, and
some sensory loss in the territory of the first dorsal root.
With regard to the motor troubles, it was especially to be
noted that paralysis was most marked in the muscles of the
thumb and diminished inwards to the little finger. Spasm,
on the other hand, was more marked on the ulnar side of the
hand and was absent on the radial side. As in other lesions
of the brachial plexus, atrophy was great and, when con-
trasted with ordinary lesions of peripheral nerves, out
of proportion to the amount of paralysis. In Case 3
there appeared to be some weakness of the flexors of the
fingers and possibly also atrophy of the flexor carpi ulnaris.
In Case 4 there was spasm of the long flexors of the
fingers and especially of the inner or ulnar portions.
It was tolerably certain that the pressure upon the brachial
plexus impinged upon its lower trunk, which was de-
rived from the lower cord, and again from the eighth
cervical and first dorsal roots ; and it was also probable that
the fibres derived from the first dorsal root were lowest
and in closest proximity to the bone, so that the clinical
results would be similar to those of an affection of that root
alone, although the eighth cervical might also be involved.
He then referred to some cases of uniradicular paralysis
published by Farquhar Buzzard and Edwin Bramwell. in
none of which was the pathology fully explained and in
none of which did the possible presence of a cervical rib
appear to have been excluded. The diagnosis was simple if
the condition was borne in mind and a radiogram furnished
convincing evidence. With regard to treatment, re-
moval of the rib was advocated and was carried
out without difficulty or danger to the patient.-Mr.
